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Objectives: To study the quality of life of patients following surgery for critical limb ischaemia. 
Design: Part retrospective, part prospective open study. 
Setting: Vascular unit of a University Hospital. 
Materials: Seventy-nine consecutive patients, median age 75 years (range 44 to 94), who presented with leg threatening 
ischaemia nd who underwent successful revascularisation or a major amputation were studied. 
Chief Outcome Measures: Six separate quality of life measures were recorded at 6 months: pain, mobility, anxiety, 
depression, activities of daily living (Barthel) and lifestyle (Frenchay). 
Main Results: The mortality of this group of patients after six months was 24%. Forty-seven patients were available for 
quality of life assessment six months after initial intervention. Overall, amputation was more costly than successful 
revascularisation and limb salvage. Limb salvage resulted in greater mobility (p < 0.001) and better performance in self-care 
(p < 0.00I) and lifestyle (p = 0.006), but produced more anxiety and depression (p = 0.04) than major amputation. A
subgroup of patients who had major amputation after a failed limb salvage operation consumed a disproportionate amount 
of resources and, although their mobility was typical of amputees, their self-care and lifestyle scores were similar to those 
who had successful limb salvage. 
Conclusions: Limb salvage is attempted in up to 22% of patients for whom primary amputation may provide more 
expeditious rehabilitation with minimal impairment of their lifestyle performance. 
Key Words: Limb threatening ischaemia; reconstructive surgery; amputation; quality of life; cost benefit analysis. 
Introduction 
Critical ischaemia of the leg is a limb-threatening 
condition requiring urgent investigation and treat- 
ment. 1 Specialist vascular surgical units can reduce 
their rate of amputation significantly 3 with an aggres- 
2 sive approach to revascularisation" and an aggres- 
sive approach to reconstruction has been recom- 
mended on economic grounds. 3-5 However, 
rehabilitation may be better achieved in some cases 
with primary amputation and rapid prosthetic mobil- 
6 isation and the ultimate overall amputation rate may 
not be altered by technical advances in interventional 
radiology and surgery. 7 
Recently, the need for improved quality of life 
89 assessment after surgery has been emphasised. " The 
10 12 QALY scoring system has been used, but it values 
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duration of life rather than individual ives 8"~1 and its 
very general nature lacks applicability and precision 
for all conditions. Quality of life is multidimen- 
sional, 8'9'12'13 comprising several aspects or 'domains', 
namely emotion, energ~ pain, mobility and social 
function, including occupation, s'9 Each domain will 
have an instrument of measure which should be 
applicable, simple, reproducible and validated for the 
circumstances of its use .  s'9"12'13 One small study has 
attempted to compare the quality of life after amputa- 
tion or limb salvage in critical ischaemia. 14 
Studies comparing the cost of amputation and 
revascularisation i  critical leg ischaemia are few 4'5 
and lack a full appraisal of quality of life outcome. We 
have analysed the outcome of treating critical leg 
ischaemia in the Vascular Unit at the Royal Hallam- 
shire Hospital, Sheffield, U.K., in terms of outcome for 
the limb, relative costs of the treatment for each 
outcome and the patient's quality of life over a 6 
month follow-up period. 
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Materials and Methods 
Our approach to limb-threatening ischaemia is to fully 
investigate all  patients who are fit for surgery and, 
based on the results of non-invasive Doppler/ultra- 
sound results and a high quality intraarterial digital 
subtraction angiogram, to decide whether evascular- 
isation is possible. Primary amputation is performed 
only if the prospects for vascular econstruction are 
hopeless. 
All patients admitted to the Vascular Unit at the 
Royal Hallamshire Hospital from August 1991 to 
August 1992 with a diagnosis of critical eg ischaemia 
were identified. Patients were entered retrospectively 
for the first 6 months of the study and identified 
prospectively thereafter. Demographic haracteristics 
and clinical data were obtained from the medical 
notes. Treatment and outcome were recorded in 
respect of hospitalisation, and a 6 month domiciliary 
assessment by a Senior Occupational Therapist (LE) 
was carried out on survivors who could be traced. 
Six separate quality of life measures were made: 
pain; mobility; anxiety; depression; 'activities of daily 
living' (ADL); and lifestyle. All instruments of assess- 
ment were chosen for their suitability in this study of 
outcome after vascular econstruction or amputation. 
Pain was indicated by the patient on the Burford 
thermometer, a visual analogue scale, 15 and mobility 
on a graded scale from total immobility to unlimited 
ambulation, s6The Hospital Anxiety and Depression 
scale relies on simple, questionnaire-based 
responses J  The Barthel independent ADL index is 
simple and standardised is and has been validated for 
rehabilitation of stroke patients, but measures only 
self-care. The Frenchay activities index is sensitive, 
reliable and well validated for rehabilitation after 
stroke. ~9 Its advantage over ADL is in the three major 
factors it covers: domestic hores; leisure/work; and 
outdoor activities; and, thus, it measures lifestyle 
rather than just self-care. All indices are graded on a 
numerical scale resulting in a score for each patient. 
Costs of treatment were divided into in-patient 
and community costs and itemised according to Table 
1. 
Statistical analysis was by t-test for normally 
distributed ata and Mann-Whitney U test for non- 
parametric data. Proportions were analysed with a X 2 
test. 
Results 
In-patient Analysis 
Of 92 patients initially identified with limb threat- 
Table 1. Itemised costs for patient care 
In-patient expenses 
Initial consultation 
Hospital bed per day 
Intensive care unit bed per day 
Vascular laboratory 
Arteriogram / Angioplasty 
Operating theatre per hour 
Physiotherapy session 
Occupational therapy session 
£ 75 
£ 124 
£ 1000 
£ 75 
£ 480 
£ 250 
£ 11- 
£ 13 
Community expenses 
Out-patient visit £ 34 
Vascular laboratory £ 75 
Community nurse per visit £ 20 
Below knee prosthesis £ 535 
Above knee prosthesis £ 1073 
Refit for prosthesis £ 520 
Repairs of prosthesis £ 60 
Wheelchair - manual £ 250 
Wheelchair - electric £ 1010 
Adaptation costs in the patient's home 
Additional toilet £ 850 
Level access shower £14000 
Straight chair lift £ 1600 
Vertical lift £ 5000 
Concrete ramps £ 15000 
ening ischaemia, 79 had primary amputation or 
revascularisation. The other 13 had sympathectomy 
(n =4), prostacyclin (n = 4) or nursing and palliative 
care (n = 5) only. 
The 79 patients who underwent surgical or 
radiological intervention were, therefore, available for 
study. Their demographic haracteristics have been 
Table 2. Patient characteristics 
Age 
Sex 
Smoking 
Diabetes 
44-94 years (median 75) 
38 men, 41 women 
20 current, 28 previous, 31 never 
33 diabetic, 46 non-diabetic 
Doppler ankle systolic pressure 0 - > 200 (median 42) 
listed in Table 2. During the study period, two patients 
presented on separate occasions with limb-threatening 
ischaemia in the contralateral leg and underwent a
separate intervention. Thus, 79 patients presented 
with 81 separate pisodes of limb-threatening ischae- 
mia; two presented acutely with graft occlusions and 
eight had acute-ischaemia in native arteries, whilst the 
remaining 71 were chronic presentations. 
In-patient data was analysed for 81 ischaemic 
limbs in 79 patients presenting during the study 
period. Primary amputation was carried out in 24 
limbs (30%) and revascularisation attempted in the 
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remaining 57 (70%). The initial procedures are sum- 
marised in Table 3. Of the 57 revascularisation 
procedures, 39 were surgical interventions, including 
36 bypass grafts and three catheter thromboembo- 
lectomies. Four of 18 primary radiological revascular- 
isations by percutaneous transluminal angioplasty 
were preceded by percutaneous catheter clot lysis. 
The overall general debility of this group of 
patients was seen by the high incidence of other 
cardiovascular disorders, previous contralateral 
amputation and respiratory problems (Table 4). 
Failures of initial surgical intervention were noted 
as; i) failure of limb salvage when revascularisation 
was carried out; and ii) any primary amputation 
which required surgical revision. Amputations of 
gangrenous toes and debridement of ischaemic ulcers, 
whether performed at the time of initial reconstruction 
or at a later date after demarcation were included in 
the successful reconstruction group. Of 36 bypass 
grafts, there were eight failures (22%). There were 16 
suprainguinal reconstructions, including seven aorto- 
femoral, five ilio-femoral and four axillo-femoral, and 
four of this group failed (25%), including one aorto- 
femoral, one ilio-femoral and two axillo-femoral. 
Twenty infrainguinal reconstructions comprised seven 
above knee femoro-popliteal bypass grafts, six below 
knee femoro-popliteal bypass grafts and seven 
femoro-tibial/femoro-peroneal bypass grafts, also 
with four failures (20%), including one each in the 
femoro-popliteal bypass graft groups and two femoro- 
crural bypasses. Two patients who underwent surgical 
reconstruction died before leaving hospital, one in the 
failure group and one successful bypass. Primary 
amputation was carried out in 24 limbs, 14 below knee 
(BKA) and ten above knee (AKA). One BKA broke 
down and was revised to an AKA and two of the 
AKAs required surgical debridement. Five of the 
patients ha~ng primary amputation died before 
leaving hospital. Failure of surgical reconstruction 
resulted in nine additional major amputations in eight 
patients; five AKA (one bilateral after attempted 
aorto-bifemoral reconstruction) and four BKA. One 
AKA required subsequent surgical debridement. 
In-patient stay ranged from I to 123 days, with a 
median of 34 days. Of seven in-patient deaths, four 
were directly of cardiac origin. Four treatment out- 
come groups were recognised: primary amputation, 
successful surgical reconstruction, failed reconstruc- 
tion and other evascularisations, amely angioplasty, 
thrombectomy and thrombolysis. The demographic 
data and in-patient costs were assessed for each of 
these subgroups. 
This was generally an elderly patient population 
with broad similarities in age-group for each outcome. 
Table 3. Initial procedures 
36 bypass grafts 
16 suprainguinal 
20 infrainguinal 
21 other reconstructions 
14 angioplasty 
7 thromboembolectomy / thrombolysis 
24 primary amputations 
10 above knee (one of which, bilateral) 
14 below knee 
The median and interquartile range (IQ range) for the 
ages of each group were: primary amputees 76.5 years 
(72-79), failed reconstruction 75years (69-78), suc- 
cessful surgical reconstruction 70 years (62-78) and 
other revascularisations 75 years (60-79). These age 
differences were not statistically significant. 
There were no sex differences or differences in the 
smoking habits between the four outcome groups. 
However, there was a preponderance of diabetes 
among primary amputees (16/24, 66%), compared to 
patients with failed reconstruction (3 / 8, 38%), success- 
ful surgical reconstruction (11/28, 39%) and other 
revascularisations (5/21, 24%) and these differences 
were statistically significant (X 2 8.9, p < 0.05). The 
majority of patients presented with tissue loss in the 
form of ulceration or gangrene (63%) as opposed to 
rest pain only (37%), but these two characteristics were 
evenly distributed through the four outcome groups. 
The duration of hospital stay was longest for 
patients with a failed surgical reconstruction with a 
median of 83 days (range 42-114), whilst primary 
amputees stayed a median of 47 days (range 24-69), 
patients with a successful surgical reconstruction 
stayed a median of 27.5 days (range 8-123) and those 
with other revascularisations stayed a median of 6 
days (range 1-34). These durations of stay were 
significantly different from one another (Fig. 1) with 
the exception of the primary amputation group 
compared with the group of patients having a success- 
ful surgical reconstruction (Mann-Whitney U 165, 
p = 0.059). 
Table 4. Other disease 
Previous amputation 11 
Angina 5 
Heart failure 10 
Stroke with deficit 13 
Chronic obstructive airway disease 7 
Arthritis 8 
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Overall in-patient costs were very variable (Table 
5), but median costs for each group showed that 
angioplasty/thrombectomy / thrombolysis were least 
expensive, with a successful bypass graft being just 
over twice as costly and primary amputation more 
than three times as expensive. The median cost of a 
failed bypass graft, with the extra cost of prolonged 
hospital sta)~ the bypass surgery plus subsequent 
amputation, and physiotherapy, occupational therapy 
and nursing support resulted in a financial burden of 
hospital care which was twice that of a primary 
amputation, three times that of a successful surgical 
reconstruction and six times that of angioplasty/ 
thrombectomy / thrombolysis. 
Table 5. Calculated costs of treatment 
In-patient costs 
Primary amputation (n = 24) 
Failed bypass grafts (n = 8) 
Successful bypass grafts (n = 28) 
Other econstructions (  =21) 
£2,360-£24,561 
£7,475-£19,942 
£1,291-£19,811 
£1,333-£6,069 
Out-patient costs 
Primary amputation (n = 15) 
Failed bypass grafts (n = 6) 
Successful bypass grafts (n = 17) 
Other econstructions (  =9) 
£352-£24,718 
£262-£4,594 
£102-£542 
£102 per patient 
Average total cost of 6 months treatment 
Primary amputees £12,476 
Failed surgical bypass £15,975 
Successful surgical bypass £6,016 
Other econstructions £2,565 
(median £8,003) 
(median £14,589) 
(median £5,289) 
(median £2,435) 
(median £4,214) 
(median £2,210) 
(median £212) 
(median £102) 
Community Analysis 
Seventy-two patients were discharged from hospital 
and of these 12 had died before their 6-month 
community assessment. Another 13 patients were 
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Fig. 1. Duration of hospital stay with respect to outcome. Key to 
groups: (A) = primary amputation; (F) = failed surgical 
reconstruction; (R) = successful surgical reconstruction; 
(T) = thromboembolectomy / lysis/angioplasty 
outside the Sheffield area and could not be assessed. 
Thus 47 patients remained for community assessment. 
The patients who had two episodes of critical limb 
ischaemia each had one limb saved, but their con- 
tralateral limb was amputated, primarily in one case 
and after failed below knee femoropopliteal bypass 
graft in the other case. Outcome assessment was a 
patient-based, rather than a limb-based, analysis and 
these two patients were, therefore, classified according 
to their less favourable outcome. 
So, 47 patients, comprising 23 men and 24 
women, with 21 diabetics amongst their number, had 
either limb salvage (n=28) or amputation (n=21). 
These outcomes were subdivided in the same way as 
for in-patient analysis. The limb salvage group 
included 17 successful surgical reconstructions and 
nine other revascularisation procedures. The amputa- 
tion group included 15 primary amputations (9 BKA, 
6 AKA) and six amputations econdary to failed 
reconstruction (4 BKA, 2 AKA) 
The scores for pain, mobility, anxiety, depression, 
ADL and Frenchay lifestyle grading showed no 
statistical difference between the primary amputation 
group and the group who had had a failed reconstruc- 
tion (the amputees), and no statistical difference 
between the group of patients with a successful 
surgical reconstruction and the group of patients with 
other revascularisations (limbs saved). 
Pain scores showed a tendency towards more 
pain in the limb salvage group (median 3, IQ range 
2-5)  when compared with the amputees (median 2, 
IQ range 1-4.5), but this was not significant (Fig. 2). 
Mobility was significantly better for both of the 
limb salvage subgroups when compared with either 
primary amputation or amputation as a result of failed 
reconstruction (Fig. 3) and limb salvage resulted in a 
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highly significant mobility advantage over amputa- 
tion: limb salvage median 5, IQ range 4-6, amputa- 
tion median 1, IQ range 1-3; Mann-Whitney U 52, 
p < 0.001. 
Anxiety and depression scores followed a similar 
pattern for each group. Both tended to be higher in the 
limb salvage groups, but the differences in anxiety 
score were small and not significant. Depression (Fig. 
4) scores howed no statistical difference when each of 
the four treatment outcomes was compared with each 
other, but when the amputees were compared with 
those whose limbs were saved, this trend was sig- 
nificant: amputation median 4, IQ range 2-7, limb 
salvage median 6, IQ range 4-8; Mann-Whitney U
178, p=0.04. Clinical abnormality, however, is only 
associated with scores of 11 or greater, a° 
0 
0 
W 
.E 
a. 
10-  
8 -  
6 -  
4 -  
2 -  
0 -  
O 
O -00-  , ,ann  • 
• 12 BB 
- ~ -  lUR iD  " - -a i r  
A F R T 
Amputees Limbs Saved 
Fig. 2. Pain assessment 6 months after intervention. Key to groups: 
as Fig. 1. 
G 
O 
. 
O 
0 
A 
-O0-  
.-qNDO, 
. . . . . .  - t "  
r~ 
F R* Tt 
Amputees Limbs Saved 
- -  Med ian  
- - - In te rquar t i l e  • P_<0.001 vs both A and F 
range  1" P=0,006 vs A and P=0,025 vs F 
Fig. 3. Mobility grading 6 months after intervention. Key to groups: 
as Fig. 1. 
The ADL index showed a better performance for 
those having limb salvage compared with the ampu- 
tees (Fig. 5): limb salvage median 19.5, IQ range 
17-20, amputee median 15, IQ range 14-17; Mann- 
Whitney U 74, p < 0.001. Subgroup analysis demon- 
strated significantly better performance for successful 
reconstruction and other revascularisations than for 
primary amputation (Mann-Whitney U 16 and 20, 
p < 0.001 and p = 0.006, respectively) but the perform- 
ance of patients with a failed amputation was only 
marginally worse than those with a successful recon- 
struction (Mann-Whitney U 23, p--0.05) and no 
different from the angioplasty/thrombectomy/throm- 
bolysis group. 
The Frenchay lifestyle grading (Fig. 6) showed 
that those whose limbs were saved performed sig- 
nificantly better than amputees: limb salvage median 
21.5, IQ range 13-25, amputee median 11, IQ range 
4-16; Mann-Whitney U 146, p--0.006. Although both 
the group of patients with a successful surgical 
reconstruction a d the group with other evascularisa- 
tions performed significantly better than the primary 
amputation group (Mann-Whitney U 65 and 24, 
p = 0.02 and p--0.01, respectively), their lifestyle per- 
formance of not significantly better than those patients 
with a failed reconstruction. 
Out-patient costing, as outlined in Table 1, was 
calculated from out-patient physiotherapy and occu- 
pational therapy sessions, vascular laboratory use, 
clinic appointments and home alterations and equip- 
ment. It has been summarised in Table 5. The 
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Fig.4. Depression score 6 months after intervention. Key to groups: 
as Fig. 1. 
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Fig. 6. Frenchay lifestyle score 6 months after intervention. Key to 
groups: as Fig. 1. 
community economic onsequences of amputation 
constitute a major financial burden, averaging 10 
times to 40 times that of a successful limb salvage. 
The total average cost for each of the four 
outcomes of treatment has been calculated from 
individual in-patient and out-patient costs for the first 
6 months after intervention (Table 5). Over a 6 month 
follow-up period, successful angioplasty, thrombect- 
omy or thrombolysis cost less than half of a surgical 
reconstruction. Primary amputation was twice as 
expensive as successful surgical reconstruction, but 
this was exceeded by the cost of a failed reconstruction 
which was two and a half times more expensive than 
successful reconstruction. 
Discussion 
This audit of critical eg ischaemia over a 1-year period 
at the Royal Hallamshire Hospital Sheffield, U.K. has 
attempted to determine outcome in relationship to 
cost of treatment and quality of life after treatment. 
In terms of outcome, quite simply the limb may 
be saved or a major amputation may result. These 
outcomes can be further subdivided into primary 
amputees and those whose amputation is secondary 
to failed attempts at revascularisation and also to 
limbs saved by major surgical reconstruction and 
those having relief of their obstruction by percuta- 
neous radiological techniques or thrombectomy. 
Of the clinical determinants of outcome investi- 
gated, only diabetes mellitus was found to be asso- 
ciated with unsuitability for limb salvage. Age, sex, 
history of smoking and the presence of ulceration or 
gangrene did not differentiate the groups. The high 
mortality of the group, 5% 30-day (4/79) and 9% in 
hospital (7/79) results from the systemic nature of 
vascular disease 21 and the advanced age of many of 
the patients. The high mortality after 6 months (24%, 
19/79) means that treatment must be aimed at 
balancing an enhanced quality of life whilst at the 
same time reducing hospital stay. 
Duration of in-patient stay has been shown to be 
the major determinant of hospital costs in lower limb 
ischaemia. 22 For those patients who were discharged 
from hospital failed reconstruction had the longest 
duration of stay. This is not surprising as the demands 
of amputation and rehabilitation were added to an 
unsuccessful major surgical reconstruction. Those 
having a successful angioplasty or thrombectomy had 
the shortest duration of stay. Patients who underwent 
primary amputation had a median hospital stay which 
was almost twice that of patients who had successful 
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surgical reconstruction. That this clear trend did not 
quite reach statistical significance is a reflection of the 
marked overlap in the ranges for duration of hospital 
stay in these two groups. Amputees have a protracted 
hospital stay due to extra rehabilitation in physi- 
otherapy and occupational therapy and often need to 
wait for building modifications to their home or 
complete rehousing. However, prolonged stay after 
successful revascularisation ften relates to the need 
for secondary procedures for removal of demarcated, 
gangrenous toes and the time spent waiting for 
initially sloughy ischaemic ulcers to become "district 
nursable". 
The financial burden of treating critical limb 
ischaemia can be divided into in-patient costs and 
community costs (Table 5) and is considerable. As 
expected from previous work 3-5'22 we found that for 
in-patient treatment amputation was more costly than 
limb salvage. Of most concern in this respect, was the 
excessive financial burden which each failed surgical 
bypass, resulting in a major amputation, can place 
upon our vascular unit. 
The diagnosis and treatment of limb vascular 
occlusive disease has become highly sophisticated 
over the last decade. Confronted by critical ischaemia, 
limb salvage is enthusiastically advocated, 3'14'21 but 
may not always be to the patient's advantage 6 and 
earl:}, surgical revision carried a high mortality. 23 
Outcome is not, therefore, solely concerned with an 
ability to save an ischaemic limb, but more about 
returning a "healthy" individual to their place in 
society. Health in this case is not only an absence of 
infirmity, but also a state of physical social and mental 
well-being. 
We have used well validated instruments to 
measure uali of life, 12'~5-19 and measures of out- 
q tY 24 25 "1  r " " come after stroke ' seem partlcu arly app opnate m 
this current study where limb dysfunction is also a 
major limiting factor and it has been shown that motor 
function and mental ability in elderly patients are 
related. 26 None of our outcome groups showed any 
difference in pain suffered, although, predictably, and 
in keeping with the experience of others, 14 mobility 
was significantly better after limb salvage than after 
amputation. 
In contradistinction to a previous tudy 14 anxiety 
tended to be higher and depression was significantly 
higher among those who had limb salvage when 
compared to amputees. We suggest hat amputees 
may more readily accept he finality of their situation 
and be prepared to make the best of it, whereas with 
limb salvage, persistent postoperative swelling and 
discomfort, continued out-patient surveillance and the 
knowledge that reintervention may become necessary 
could all conspire to raise anxiety and produce 
depression. 
Lifestyle scores (ADL and Frenchay) indicated 
better performance for patients having successful limb 
salvage than after amputation. However for those 
whose amputation was secondary to failed limb 
salvage their independent performance (Barthel) was 
no worse than patients who were successfully treated 
by angioplasty/thrombectomy/thrombolysis and 
only marginally poorer than patients who had a 
successful surgical bypass. In overall lifestyle score 
(Frenchay), patients who had a failed reconstruction 
performed equally as well as both limb salvage 
subgroups. Thus patients who had a failed limb- 
salvage procedure may have been selected for recon- 
struction for reasons of their potential in rehabilitation 
and if their outcome could have been more accurately 
predicted at the outset hey could have been saved the 
prolonged hospitalisation, disappointment and extra 
major surgery to achieve a similar outcome if a 
primary amputation had been performed. 
Cost efficiency of revascularisation ver primary 
amputation has been stressed by units with a special 
interest in vascular reconstruction, 3-s and this is 
important in today's world of financial constraints on 
health expenditure. We have confirmed that this tenet 
generally holds true for the first 6 months of follow-up 
after treatment. However, one particular subgroup has 
been identified (those patients with a failed recon- 
struction) for which excessive xpense was incurred 
and whose members achieved a lifestyle which was 
hardly inferior to those patients undergoing successful 
revascularisation a d limb-salvage. 
One major limitation of this study is that we did 
not know the quality of life scores prior to the onset of 
limb-threatening ischaemia. Demographic and clinical 
data suggest that there will not be major differences at 
the outset, but this needs to be confirmed in a 
prospective way with quality of life assessment as 
soon as possible after admission in order to maximise 
the patient's recall. 
In conclusion, we have confirmed that limb 
salvage can be the most cost-effective way of manag- 
ing limb-threatening ischaemia. However, up to 22% 
of vascular econstructions are doomed to failure in 
this group of patients with an ultimate outcome in 
quality of life which is almost as good as that of 
patients whose limbs are saved and at an overall cost 
which is greater than if primary amputation had been 
performed initially. More accurate prediction of the 
likelihood of success of surgical reconstruction i
critical imb ischaemia could lead to marked savings 
in human and financial terms. Prospective analysis of 
patients on admission and in follow-up may identify 
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predictors of success or failure which would help to 
resolve this problem. 
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